A 61-year-old non-smoking woman presented with lowgrade fever of 1 year duration, which had remained undiagnosed after several first-line investigations. Intermittent non-productive cough and arthromyalgias were the only relevant complaints on history taking. Clinical examination was otherwise unremarkable. Laboratory findings only revealed increased C-reactive protein at 5 mg/dL. Of note, renal function tests, urinalysis and autoimmune serum tests (ANCA, FAN and anti-GBM antibodies) as well as serum and urinary calcium levels were all normal. Chest X-ray showed no hilar lymphadenopathy or significant parenchymal abnormality. F-18 fluorodeoxyglucose (FDG) PET/CT demonstrated intense tracer uptake not only in bilateral peripheral lung parenchyma (Figure 1 -baseline, A1 and B1) but also in both kidneys (Figure 1 -baseline, A2 and B2). Sarcoidosis was diagnosed by transbronchial lung biopsy with the presence of non-caseating epithelioid granuloma. Taking into account all these clinical elements, a kidney biopsy was deemed unethical. Three months after oral corticosteroid therapy (0.5 mg/kg/day methylprednisolone), a second F-18 FDG PET/CT showed a complete regression of both pathological lung (Figure 1-second 
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